Sir, Vallecular cysts are rarely seen in the adult population. The peak incidence is in the fifth decade and occurring more frequently in men. Vallecular cysts occur as a result of mucus retention at the base of the tongue. The incidence of vallecular cysts on laryngoscopy is estimated to be between 1 in 1250 and 4200.
[1] They can lead to an unanticipated difficult airway with serious ramifications if the patient requires rapid sequence induction (RSI). We are reporting a case of unanticipated difficult intubation in a 56-year-old male with asymptomatic vallecular cyst listed for emergency exploratory laparotomy for acute intestinal obstruction.
The patient's preanesthetic check-up (history and general examination found no medical risk factor and no history of any problem due to this incidental find vallecular cyst) and routine blood investigations, electrocardiogram, chest X-ray were unremarkable. General anesthesia after RSI with cuffed endotracheal tube was planned. The patient was preoxygenated with four vital capacity breaths, and routine RSI protocol was followed. Induction of anesthesia was done with midazolam 1 mg, fentanyl 100 µg, thiopentone 200 mg, and muscle relaxation was achieved with succinylcholine 100 mg. Direct laryngoscopy revealed a cystic pedunculated mass measuring approximately 40 mm × 30 mm in the vallecular region and was obscuring our glottic vision. Keeping in mind the "full stomach" scenario, we used a gum elastic bougie (GEB) to displace the cyst and introduced it in the trachea. An 8.0 mm sized polyvinyl chloride endotracheal tube was railroaded over the GEB into the trachea, and the airway was secured. The patient was ventilated with a mixture of oxygen, air, and sevoflurane, using FiO 2 of 0.5. An urgent ENT consultation was sought after intubation. The ENT surgeon confirmed it to be a vallecular cyst and advised aspiration of the cyst. A volume of 15 ml of clear fluid was aspirated leading to its collapse. The patient was re-evaluated at the end of the surgery for any re-accumulation which was found to be negative. We could thus, safely extubate the patient.
On reviewing the literature, it was observed that no specific technique has been clearly earmarked for such a scenario. Techniques, such as paraglossal laryngoscopy, awake fiberoptic bronchoscopy, inhalation induction, styletted endotracheal tube, endotracheal tube railroaded over the suction catheter, rigid laryngoscope, and even intubation after muscle relaxation and cyst aspiration had been attempted, but the majority of patients were known cases of vallecular cyst since preoperative and none required RSI.
[2-4] The site and nature of the cyst obviate the use of supraglottic airway devices. Moreover, as these devices are inserted blindly into the airway, they might rupture the cyst leading to bleeding and aspiration.
With the experience of managing this case, it can be suggested that when faced with unanticipated difficult airway owing to undiagnosed vallecular cyst with a patient requiring RSI, instead of going for a preintubation aspiration of the cyst to secure the airway, a GEB-guided endotracheal intubation using a conventional laryngoscope, is a much safer option. Keeping in mind that there is still limited availability of fiberoptic bronchoscope and video-laryngoscope at many places that may offer added benefit, a GEB could be considered as an initial airway adjunct of choice to displace the cyst and secure the airway in known cases of vallecular cyst or when faced with similar scenario in emergent or nonoperating room environment. This case management depicts one of the new off-track uses of usually available GEB in any operation theater.
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A Novel Use of Gum Elastic Bougie to Manage an Unanticipated Difficult Airway Due to Vallecular Cyst
Sir, A review of the pediatric closed claim cases reveals inadequate ventilation or failed intubation among common causes of anesthesia-related deaths. Unlike adults, no validated classification exists for difficult airway assessment in pediatric population.
[1] Anticipated difficult airway includes congenital syndromes or anatomy such as temporomandibular joint dysfunction or neck contracture. A common feature of many of these syndromes is micrognathia, ankyloglossia, or both leading to difficult glottic visualization.
[2] Mallampati classification does not accurately predict a poor glottis visualization in the pediatric population.
[1] We discuss difficult airway management of a 3-year-old male child with micrognathia and ankyloglossia, diagnosed with Grade V left vesicoureteric reflux and listed for laparoscopic transperitoneal left ureteric reimplantation [ Figure 1 ].
After adequate nil per oral status, the child was brought to operating room without any premedication. Routine anaesthesia monitors was placed and age appropriate difficult airway trolley was kept on standby. Anesthesia was induced with inhaled sevoflurane 6-8%, intravenous access secured; midazolam 0.3 mg, fentanyl 30 µg, and propofol 10 mg were administered. Under spontaneous ventilation, conventional direct laryngoscopy (DL) with straight blade was attempted. A Cormack and Lehane (CL) Grade IV laryngoscopic view was encountered owing to the tongue falling on either side of the blade. A repeat attempt was done with curved blade, but the tongue could not be deviated to the left side because of ankyloglossia. Two failed attempts at DL prompted us to use GlideScope ® video laryngoscope (GVL) which enabled a CL Grade III glottic visualization, and we were able to intubate the trachea with 4.5 sized uncuffed endotracheal tube. Subsequently, the child was paralyzed with 2 mg of vecuronium and maintained with oxygen, air, and sevoflurane mixture. During the entire episode till successful intubation, we were able to maintain oxygenation.
After completion of surgery and return of spontaneous ventilation, muscle relaxation was reversed and child extubated.
Keeping in mind the nature, duration, and positioning during surgery, we ruled out the use of laryngeal mask airway (LMA) as our first tool to secure the airway.
Kuzma et al. used LMA assisted fiberoptic-guided intubation for a child with Escobar syndrome. [3] Airtraq optical laryngoscope and GVL have been used successfully in pediatric patients with the craniofacial anomalies. [4] We are of the opinion that ankyloglossia, by preventing tongue fall, allowed us to ventilate the patient and gave us precious time to exercise other options of securing the airway. 
